SUMMARY In a case of acute Reiter's syndrome with severe vulvitis the diagnosis was based on the presence of a vaginal discharge and dysuria, arthritis, conjunctivitis, buccal ulceration, keratodermia blenorrhagica, and HLA B27 tissue-typing antigen. The vulval lesions were similar in appearance to those of circinate vulvitis. The acute histological change were confined to shallow ulceration with an inflammatory infiltration of the subjacent dermis. Coincidential lichen sclerosus et atrophicus was present, which could have been masked by the acute lesions.
Introduction
Reiter's syndrome is uncommon in women,' and vulval lesions have been reported previously in only three cases. 2 In two of these cases shallow circinate erosions were the major feature.3 Our patient had similar lesions, and we report for the first time the histological changes as well as the clinical course.
Case report
A 28-year-old unmarried Caucasian woman presented with an acute asymmetrical inflammatory arthropathy affecting the right knee, both ankles, and the right shoulder. One month before its onset she had experienced explosive watery diarrhoea lasting three days. This was followed three weeks later by a vaginal discharge, dysuria, frequency of micturition, mild conjunctivitis, and painless buccal ulceration. She denied any previous urogenital symptoms. CLINICAL 
FEATURES
She was febrile (temperature 39 7°C) and effusions were present in the right knee and ankle. There was a pronounced vulvitis consisting of a widespread area of erythema around the introitus and extending to the perianal region. The vulva was covered by many scattered, well-defined, round shallow ulcers, and an underlying atrophy was suspected. A thick white vaginal discharge was present, but the cervix appeared healthy. There was no urethral discharge. X-ray films of chest, knees, ankles, and feet showed no abnormalities, as did a rectal biopsy. Vulval biopsy showed changes consistent with lichen sclerosus et atrophicus (fig 1) . Additional focal areas of ulceration were present with an inflammatory infiltration of the subjacent dermis (fig 2) . The patient's regular boyfriend (and only recent sexual contact) was examined. Neither N gonorrhoeae nor C trachomatis was isolated from the urethra. TREATMENT Paronen's5 large study found it to be absent in 23% of cases; indeed cystitis has been proposed as the female counterpart for urethritis. 6 The candidosis was probably coincidental, as in one of the cases reported by Thambar.3 'Unfortunately, we were unable to determine the precipitating organism for the Reiter's syndrome in this case. The histological changes of ulceration are the first to be recorded. No other acute features were present; in particular no psoriatic changes could be found, but this has to be confirmed by future cases. A biopsy is indicated because underlying disease, which could otherwise be masked, may be missed.
The lichen sclerosus et atrophicus was probably a coincidental but important finding. An increased incidence of organ-specific antibodies (absent in this case) has been noted in this condition,7 8 
